In this issue of the Scandinavian Journal of Public Health, Karlstad et al. report on their study of the association between birth month and ADHD diagnosis/treatment in Norwegian schools [1] . Presenting a very robust study, using information on ADHD from three different registries and applying varied analytical approaches, they document Norwegian children's increased risk of being diagnosed with ADHD and given treatment if they are born late in the year. For boys, being born October-December would increase the risk of receiving ADHD medication by >40% (5.3% vs. 3.7%) compared to those being born January-March. For girls the difference is even larger -as much as 70% (2.2% vs. 1.3%) for the same months of birth.
There are a number of important implications of the study. The study documents association between birth month, hence relative age in school class, and the risk of being diagnosed with ADHD, thereby directing our attention to individual factors not related to biological mechanisms but to maturity relative to peers. Although diagnostic guidelines for ADHD suggest that symptoms of inattention, hyperactivity and impulsivity should be clearly more pronounced than expected for a child's age [2] , it is not surprising that this expectation is formed within the school class, since symptoms are rendered problematic mainly in the school situation. As most teaching is done within the classroom, it is likely that the least attentive children in their class are those who will be subject to an assessment for a potential ADHD diagnosis.
From a sociological point of view, the study points towards an ADHD diagnosis as a disguised pedagogical challenge. The youngest children have had at most one whole year less than the oldest children in class to mature, intellectually, emotionally and physically. After the Norwegian 'six-year reform' [3] , in which the school enrolment year was changed to the year of turning six instead of seven, the relative age difference of school starters has increased. Although it was suggested that the reform would be accompanied with a less academically intense first year (with more play and physical activity), this has continuously changed since the reform 'Kunnskapsløftet' [4] put increased weight on performance of calculus, reading and writing, and increased standardisation with national and international tests. With younger children, a more narrow focus in school and dramatically increased ADHD diagnoses, we need to ask if school is producing sick children [5] .
Although Karlstad et al. [1] carefully avoid a broader critique, their analysis triggers a sociological curiosity on social mechanisms that 'produce' ADHD, that is, on how a portion of the least mature children in the classroom respond to teaching in a manner that is branded deviant -although it seems partly to be because of their age. Since the term 'medicalisation' was applied to the expansion of medical control in society in the early 1970s [6] , it has become a core concept of medical sociology for the tendency of public problems to be defined as medical. Medicalisation of deviance [7] , including ADHD [8] , makes individuals fit objects of treatment by medical institutions helped by technical knowledge [9] . Medicalisation may occur on at least three levels: on the conceptual level, where a medical vocabulary is used to define a problem at hand; on the institutional level, where an organisation adopts a medical model for treatment of particular problems; and on the interactional level, where health personnel define problems as medical or they treat social problems with medical forms of therapy [10] . Medicalisation of public problems also represents a de-politicisation of these problems, both as presenting one 'version' of the human being as the normal one and by putting the responsibility for the problem on individual causes and the solution to social problems on individual treatment [11] . Accordingly, diagnosing school children with ADHD transforms some of the political responsibility of school development and the pedagogical challenge of the classroom into an individual problem for each child. While an ADHD diagnosis may be a relief for both parents and teachers -finally identifying 'what was wrong' -the medical vocabulary of a diagnosis may camouflage institutional problems, such as an academically narrower school setting, also for the youngest children [5] . The mass media has regretfully been a supporter of this view, framing a 'biologised' notion of problems associated with ADHD [12] .
As a sociologist, I therefore appreciate Karlstad et al.'s [1] systematic approach to aspects with the ADHD diagnosis that draw our attention away from psychiatric explanations and biologically relevant environmental risk factors. An extended view should also include other potential therapies rather than just medication. The authors point to Danish studies that confirm that a less strict delayed school enrolment regime has eliminated the association between relative age among peers and risk of ADHD diagnosis. This solution is still interesting, however, on the individual level. Initiatives on school level might include other ways to put classes together, for instance on basis of birth month. On a national level, reforms may be needed to include more active school days and/or increased flexibility in the classroom.
I have repeatedly participated in public debates, criticising the medicalisation of inattention, hyperactivity and impulsivity, and how the growing use of the ADHD diagnosis has drawn attention away from potentially dysfunctional reforms of the Norwegian school [13] . The article authored by Karlstad et al. in this issue is a welcomed contribution to a widened scope for understanding the increasing challenge of inattention, hyperactivity and impulsivity in our schools. Hopefully, studies such as this will be resources towards new approaches to help children mastering school, while maintaining their kid-like creativity, impulsivity and playfulness.
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